Dr H R Vickers: These are very interesting cases. I wish to emphasize the importance of the bleeding tendency as shown in the first case since this is occasionally the first manifestation of the disease. I have seen a patient aged 8 who had her first hematemesis at the age of 3 years. When I saw her she had the classical skin changes of pseudoxanthoma elasticum on the sides of the neck, the axillk and groins, although these had been overlooked by the physician in charge of her. The skin must always be carefully examined in these cases.
The following cases were also shown: History: a few small white spots were noticed on the patient's back at the age of 8, shortly after an attack of chicken-pox. These lesions spread slowly, remaining symptomless apart from slight irritation in newly developing lesions. The diagnosis of lichen sclerosus was confirmed by biopsy in 1963.
At the end of April 1965 the patient developed bilateral ocular symptoms consisting of irritation, lacrimation, and redness, with difficulty in reading. She was treated by her own doctor with prednisolone and neomycin ointment with rapid improvement. Two weeks later, typical lesions of erythema nodosum appeared on both shins, accompanied by mild fever, arthralgia, and swelling of several joints. Preliminary investigations suggested sarcoidosis, and the patient was referred for a dermatological opinion after brownish lesions had been noted on the atrophic white areas on her back.
Clinical findings (17.6.65): Two groups of white atrophic lesions of lichen sclerosus were present on the interscapular region, with scattered papules in the surrounding skin and in the previous biopsy scar (Figs 1 and 2). Brownish-yellow papules were superimposed on the main patches of lichen sclerosus, but there was no involvement of the old surgical scar, nor of three previous vaccination scars on the right arm. There were no lesions of lichen sclerosus on the vulva, and no sarcoid lesions elsewhere. Fading areas of erythema nodosum were present on the front of the right ankle and on the left heel, and there was palpable infiltration at the site of a Kveim test *on the right forearm, performed nine days previously. No abnormality was found in the cardiovascular or respiratory systems, and there was no palpable splenic enlargement or lymphadenopathy. Examination of the eyes showed no residual evidence of sarcoid involvement.
Investigations: Chest X-ray: gross bilateral hilar gland enlargement, and some peripheral mottling of the lung fields. Mantoux 1:1,000 and 1:100 Progress: Since she was first seen on 28.5.65 the erythema nodosum lesions have gradually faded, but no change has yet occurred in the cutaneous sarcoid lesions. In view of the normal ocular findings, and the absence of other specific indications, no treatment has been given.
Comment
This patient is of particular interest because of the apparent predilection of the sarcoid papules to involve only those areas affected by the atrophic process of lichen sclerosus. Also unusual is the appearance of cutaneous sarcoid lesions at such an early stage in the disease, when the acute manifestations of hilar adenopathy and erythema nodosum are still present.
The development ofsarcoid lesions in cutaneous scars has been frequently noted, and Lofgren & Snellman (1964) in a Swedish series found clinical evidence of sarcoid infiltration in old scars in 10% of patients suffering from generalized sarcoidosis. 28 29 Section ofDermatology 1095
In those scars resulting from previous traumatic injuries, quartz particles were regularly found on X-ray diffraction, and in those following surgical operations, talc granules were similarly demonstrated. Thus, in both types of scar sarcoid, foreign material can be found, and may play some part in the localization of the sarcoid lesions. In our patient, however, some other factor must be responsible, and it is probable that there is some similarity in the tissue damage produced by lichen sclerosus, and that occurring in scar tissue, to explain the predilection of the sarcoid lesions for these areas. Histologically, as the sarcoid granulomata are limited to the zone of edema and collagen degeneration in the upper dermis, it would appear that the changes are to be found in this area, unless purely mechanical factors are responsible for this distribution. Clinicalfindings: Multiple telangiectases affecting the neck (Fig 1) , upper limbs (Fig 2) , chest and back and scattered lesions on the lower lip, chin and nose. The small flat spider-nevi-like lesions were surrounded by a white halo. In many areas a reticular pattern was produced by the telangiec- 
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